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CHAPTER I
INTRODUCTION AND HISTORY
OF TREATMENT PERSPECTIVES
Starvation, or death

induced

by

lack

of

sufficient

food

substances, is typically thought of as a condition caused by the
non-availability of an adequate food supply.

People have grown

accustomed to experiencing this condition only from a safe vantage
point where they look on with a strange curiosity.

Self-induced

starvation

rare

and

unusual

gesture

of

pass i ve

has

c i r c um stances ,
resistance.

been

witnessed

s uc h

as

Terminally

in
ill

under

a

highly

sy mbo1 i c

patients and

struggles are two corrrnon examples.

victims of political

One can

be viewed

as

an

attempt to put an end to unbearable suffering, the other, a way of
drawing public attention to a just cause such as the oppression of
civil rights.
However, there is another group of individuals who exhibit
similar symptoms of ma 1nutrition.

Yet, mo st

seem to be

middle-class families with plenty of food available.
estimated

that

such

elective

malnutrition

is

from

It has been
diagnosed

in

approximately one out of every 250 (.47%) adolescent girls in the
United States alone (Levenkron, 1982).

Ninety-seven percent of

these individuals are white with most being in the 13-22 year old
age range (Levenkron, 1982).

A 1980 study reported that female

2

students between the ages of 16 and 18 years were affected at the
rate of one per 100 (1%) (Maloney & Farrell, 1980).
/

The above mentioned individuals have access to food, yet they
have

been

described

determination

as

exhibiting

a

"conscious

to emaciate oneself despite

intense interest in food

11

the

and

stubborn

presence

of an

(cited in Bruch, 1973, p. 252).

These

individuals, mostly adolescent females, are suffer.ing from what is
now
11

termed,

Anorexia

Nervosa.

The condition

characterized by

vo l untar y s e 1f - star vat i on and em a c i at i on , a per s i st en t fear of

being fat, a distorted body image, and a relentless pursuit of
thinness

11

(Golden & Sacker, 1984, p. 209).

The DSM-III characterizes the patient suffering from Anorexia
Nervosa as exhibiting a fear of fatness, relentless pursuit of
thinness, severe body

image disturbances, often

insisting that

they are too fat when severe emaciation is evident, and an endless
preoccupation with food and eating (Bruch, 1982).

Bruch, however,

believes that the most important aspects of the illness are left
o ut

of t h i s d e f i n it i on , nam e 1y , t he d e f i c it i n t he c on c e pt of

self,

and

the

"conviction

of

all-pervasive

ineffectiveness

11

(Bruch, 1982).
Bruch (1981) has classified anorectics into two categories:
primary and atypi ca 1.

The primary group is defined in terms of

the characteristics listed as follows (Bruch 1973, pp. 251-253).

3

1.
body

Disturbance of delusional proportions in body image and

c on c e pt .

( La c k

of

c on c er n

fo r

c on d it i on ,

em a c i a t i on

defined).
2.

Disturbance in accuracy of perception of stimuli arising

in body.

(Unaware of hunger, hyperactivity, denial of fatigue).

3.

Paralyzing

sense

of

ineffectiveness.

(Enormous

negativism, act only in response to others).
The atypical
experience

of

group is defined

the

eating

function

in

terms of the distorted

itself

(Bruch,

1973).

The

patients experience very similar symptoms to that of the primary
type, but complain about the weight loss and worry about being
thin (Ross, 1977).
As early as 1689, an English physician named Morton described
a case of

11

Nervous Consumption

11

in the medical literature.

The

symptoms he described were very similar to those mentioned later
(1873) by Laseque, a Freudian analyst, who described a condition
which he labeled

11

Anorexia Hysterique

11

(Golden & Sacker, 1984).

Both Morton and Laseque agreed that in order for the diagnosis of
Anorexia to be made, the patient must be exhibiting signs of
severe

emaciation

(Bruch,
resistant

food

refusal

without

Patients were described

1973).
to

and

any

form

of

therapy.

as

absolute
stubborn

Treatment

was

fasting
and

very

typically

unsuccessful and often times the patient proceeded to 1 iteral ly
11

s ta r ve t o death .

11

Gu 11 , who i s c red it ed wi th co i n i ng the term

anorexia nervosa in 1874, believed in the "direct firm approach''
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in his treatment of these patients (Hsu, 1985).
characterized

by

very

physician and patient.
"stubborn

brats

who

little

meaningful

This approach was

interaction

between

Indeed, others described these patients as
could

(Levenkron, 1982, p. xvii).

eat

if

they

really

wanted

to"

This belief persists and continues to

hinder treatment and prolong the illness in many cases (Levenkron,
1982) .
There are many conflicts regarding the origin of anorexia
ner vo s a and i t s s ubseq uen t tr ea tm en t .
exaggerated when reported.

Su cc e s s rate s are often

At one point, for example, behavioral

therapy was credited with much success (Bruch, 1973).

However,

Bruch, who is considered by many to be the foremost authority on
anorexia nervosa, attached the following optimistic expectation:
Patients suffering from anorexia nervosa will

temporarily gain

weight during their hospital stay because they are literally being
pressured to gain weight (Gilbert & DeBlassie, 1984).

Sadly there

is much controversy in dealing with this illness.
The goal of this paper is to provide the reader with an
over v i e w of
concerning

the

var i et i e s of et i o l og i c al

anorexia

nervosa

from

l it era t ure to the present time.

its

first

and tr ea tm en t
appearance

i d ea s
in

the

An extremely important area of

concern to be addressed is the medical management of anorexia
nervosa.

The significance of this issue is due to the relatively

high mortality rate of patients

suffering

from

this

illness.

Despite new treatment modalities and much research currently being

5

done, the mortality rate remains relatively high at approximately
10-15 percent (Levenkron, 1982).
foreword to Levenkron's
s ta t e s ,

11

11

As Preston Zucker, M.D., in his

Treating and Overcoming Anorexia Nervosa

11

Yo ur t he rap i s t i s i n cha r ge of yo ur hea d ; I am i n cha r ge

of your body.

He will get you well; I will keep you alive while

he is doing it

11

(Levenkron, 1982, p. xii).

Statistics indicate that approximately one percent of all
American women aged 12-25 are affected by anorexia nervosa.

There

are approximately 500,000 people with anorexia nervosa in the
United
(Gilbert

States,

with

almost

& DeBlassie,

1984).

ninety-five
If

percent

anorexia

being

nervosa

is

women
left

unt r ea t ed , med i c a l com pl i ca t i ons s uch a s a r r hy t hmi a , brad yc a rd i a
and nervous sy st em imp a i rm en t may ar i s e and u1t i mate l y l ea d to
death (Lenon, 1985).
History of Theoretical Perspectives
The
Nervosa

earliest
was

tuberculosis.
physicians.

the

breakthrough
ability

to

in

the

treatment

differentially

of

diagnose

Anorexia
it

from

The symptoms were very similar and confused most
As previously mentioned, however, Morton in the late

1600s actually described the disease as being different from
tuberculosis.

However, most of the pertinent literature regarding

research and treatment of anorexia nervosa has been generated in
the last 20 years.

The problem has also received much coverage in

the news media as well as in the movies and nonpsychological

6
publications.

Many women's magazines and television specials have

also increased overall awareness of the illness (Johnson, 1982).
This has prompted a growing concern by the general public and has
helped with the identification of many potential anorexia nervosa
patients .

Families and friends have grown more concerned about

individuals who may be showing symptoms of the illness.

It is

a l so mu c h ea s i er to l o c ate tr ea tm en t fa c i l it i es an d the rape ut i c
groups

with

the

advent

of

toll - free

numbers

and

frequent

advertising of anorexia nervosa.
One of the more intriguing aspects of the illness was the
fact

th at

it

exclusively.

s e em e d

to

a ff e c t

ado l e scent

al mo st

Levenkron (1982) also indicated that those affected

were typically children of older parents
household.

fem a l es

The

fathers

appeared

in a female dominated

rather

ineffectual

with

mothers apparently making the important family decisions.

the

It is

also interesting to note that approximately 80 percent are second
or third born children (Levenkron, 1982).
Despite the
l it er at ure ,
According

early

very
to

Bruch

appearance of anorexia

l it t l e
(1973),

em p i r i c a l
two

re search

prominent

nervosa
wa s

schools

in

the

con d uc t e d .
of

thought

concerning the origin and subsequent treatment of anorexia nervosa
de ve l oped d ur i ng the ear l y 19 00 s .

A phy s i c i an nam e d Si mm on d s , i n

1914, began a movement in Europe that still exists.

He posited

that there was a destructive lesion in the pituitary gland that
led to the observed symptoms of anorexia nervosa.

This notion was

7

based upon the study of tissue samples of pituitary glands of
individuals who have been diagnosed as having anorexia nervosa
(Bruch, 1973).
11

Anorexia nervosa continues to be referred to as

Simmonds Disease'' by some practitioners despite more extensive

research into the psychological aspects of the illness.
In the United States during the 1930s, much credence was
placed on the role of internalized sexual conflicts of the patient
in explaining the origin of anorexia nervosa.

Bruch (1973) noted

that the focus of psychoanalytic perspectives dealt with the oral
component of the illness and the ego personality functions of the
patient.
11

Specifically, anorexia nervosa was seen as involving

symbolic pregnancy fantasies"

Thus, the wish to be
subsequent denial

11

of the gastrointestinal

impregnated through the mouth,

and guilt produced

by

these

11

region.
and the

feelings,

were

expressed by the patient with a rejection of food (Bruch, 1973).
Psych od y nam i ca 11 y ,

the

s ucc es s

or

poss i b 1e

fa i 1ure

at

controlling her weight represents the patient•s ability to contro l
her life (Levenkron, 1982).
for

we i g ht reduct i on

II

These individuals then "overcontrol

and the

beg i nn i ng s of an ore x i a ner vo s a

be come e v i de nt ( Lev e n kr on , 198 2 ) .
Professionals currently involved in the treatment of Anorexia
Nervosa agree that most patients who have been diagnosed anorectic
have

been

actively

( Smead , 198 2 ) .

trying

to

control

their

weight for years

Th i s pre oc c upat i on wit h d i e t i ng i s be 1 i e ve d t o

play a causal role as well as to be a product of other areas of

8

obsessional thinking.
is always hungry,

Smead believes that the anorectic patient

i .e., despite her constant fasting, she is

obsessing about food.

However, anorectics typically do not enjoy

t he fo od t hey ar e g i ven whi l e d i et i ng .
the problem.

Th i s f urt her com pl i ca t e s

Food no longer brings pleasure; and thus, more

natural eating habits must be relearned (Smead, 1982).
Small, Madro, Teagno and Ebert (1983) discuss the fact that
previous theories revolved almost exclusively around psychosexual
dynamics.

They believed that reliance on one model for treatment

of anorexia nervosa would restrict the therapist and make it
difficult to effect a cure.

Bruch

(1982)

believed that the

analytical interpretations of her predecessors were not consistent
with the patients whom she was treating.

In fact, she believed

the most important component in the dynamics of the illness was
the

patient's overwhelming

totally ineffectual.

feeling

of helplessness and being

The concept of self was extremely important

in her theorizing.
Fi na 11 y , re s e ar c h i nt o f am i1 y ba c kg r ounds of an ore ct i c s ha s
revealed

obsessive

inadequacy.

and

dependent

behaviors

and

much

sexual

These results were based on chart review of 34

suffering from anorexia nervosa (Golden & Sacker, 1984).

Many

patients had high achievement profiles and were from upper middleclass families, typically with one very strong parent (usually the
mother).

These individuals have also been described as being very

compliant and as having a great deal of difficulty attaining their

9

own

self-identity

in

adolescence.

Golden

and

Sacker

(1984)

believed that a struggle ensued revolving around the patient's
desire for independence from mother, but also feeling dependent at
the same time.

The anorectic patient, according to this review,

continues to function as a child and attempts to control her life
by controlling her weight.

These conclusions, however, must be

observed cautiously as they are based on subjective reviews of a
small

population.

Further

controlled

research

is

needed

to

and

facilitate

an

validate these conclusions.
To

further

clarify

the

picture

to

understanding of anorexia ne r vos a , t hi s paper wi 11 ex am i ne the
most common characteristics of the illness, as well as evaluate
various

treatment modalities through

studies in the literature.

the

examination of case

CHAPTER I I
CHARACTERISTICS AND IDENTIFICATION
A very important factor in dealing with any serious malady is
early diagnosis.

Bruch (1980) describes the anorectic, based on

clinical interviews, as basically a healthy adolescent girl, often
referred to as the perfect child.

She is hard working, does very

well in school, is admired by her teachers, and the confidant of
her parents.
Levenkron (1982) portrays a compliant, cooperative young lady
who is not in the family spotlight.

According to this view, the

anorectic does not cause problems and is viewed as often assuming
certain parental roles.

This role reversal is due to the parents

being seen by Levenkron as "depleted," that is, "outstripped of
emotional resources" (Levenkron, 1982).
the child is theorized to be:

The implied message to

"You have more strength that I."

The child then becomes the parent in the relationship (Levenkron,
1982, p. 7).

He further lists certain clinical signs as typically

present in the seriously ill anorexia nervosa patient
1982, p. 11) :
1.

Loss of 20 percent of body weight

2.

Loss of menstrual period

3.

Thinning hair

4.

Dry, flaking skin
10

(Levenkron,

11

5.

Constipation

6.

Lanugo - a downy growth of body hair

7.

Lowered blood pressure - 80/50 is not uncorrmon

8.

Lowered body temperature - 97 to 95 degrees

9.

Lowered chloride levels (if vomiting)

10.

Lowered potassium levels (if vomiting)

11.

Lowered pulse rate - 60 to 39 bpm

When
diagnosed

many

of

these

as being

signs

a clinical

are

evident,

the

patient

case of anorexia nervosa.

is
The

illness has become serious and must be treated quickly (Levenkron,
1982) .
A complete medical evaluation may be necessary to diagnose
anorexia nervosa.
must

be

ruled

Other disorders that may have medical origins

out

first.

Tuberculosis,

cancer,

and

various

intestinal disorders are examples.
Ano r ex i a ne r vo s a t y p i c a l l y be g i ns i n th e tee na ge f em a l e who
may be overweight or simply thinks she is overweight (Herzog &
Cope l an d ,
either

11

198 5 ) .

The s e i nd i v i du a l s attempt we i ght con tr o l

severe restriction of caloric intake or by eating binges

alternated with bouts of self-induced vomiting (bulimia)
& Copeland,

that

suicide

patient.

by

1985, p. 295).
is

also

11

(Herzog

Herzog and Copeland (1985) believe

a possible

outcome

with

the

anorectic

Chronic anorexia nervosa patients have a suicide rate of

approximately 2-5 percent.

They further note that

sym pt oms are common l y seen i n an ore x i a ner vo s a

11
(

11

depressive

p . 298 ) .

I n one

12
study, 50 percent of the patients diagnosed as having Anorexia
Nervosa met the criteria for a major depressive disorder (Herzog &
Copeland, 1985).
Thoma

(1977)

attempted

to

delineate

the

symptoms

that

distinguish anorexia nervosa from all other disease entities that
can cause cachexia (severe wasting away) and significant weight
l os s .

Hi s em p i r i c a l re s ea r c h rev ea l ed t hat i n an o r ex i a ner vo s a ,

red uc t i on of n utr it i on a l i nta ke i s phy s i c a l l y de term i ne d by the
patient.

These patients consciously decide exactly how much they

will eat and when.

There may be self-induced vomiting along with

amen or rhea and con st i pat i on .
to

abuse

laxatives

pro c e s s .

which

Fi na l l y , phy s i c al

Th i s a ll ow s the pat i en t the ex c us e
further

speeds

up

the

weight

effect s of under no ur i s hm en t

loss

s uch a s

lowered blood pressure and cachexia are present (Ross, 1977).
Ross

(1977)

presented

a

precise

breakdown

of

key

psychological conflicts present in the anorectic syndrome:

(1)

open conflict between the family and the anorectic, and especially
present
ob e s i t y ;

in

the mother-daughter relationship;

( 3 ) s ex ual

(2)

a history of

i nad e qua c i es s uch as the comp l et e l a c k of

sex ua l d e s i r e ; ( 4 ) amen o r r hea i s us ua l l y e v i den t i n the pat i en t
with the major symptoms of anorexia appearing somewhat later; (5)
additional pressure from the parents to resolve family problems
with the frequent result of increased feelings of alienation; (6)
frequent

prior

history of neurosis or

psychosis;

and

(7)

the

13
patient readily admits a desire for attention and receives this
through the anorexia (Ross, 1977).
Bruch (1973) has theorized a classification system for weight
loss due to psychological reasons.
are

labeled

as:

(1)

The three primary categories

Psychogenic

malnutrition;

(2)

anorexia nervosa; and (3) Primary anorexia nervosa.

Atypical

The Primary

an ore x i a ner vo s a pat i en ts are the ma j or em pha s i s of th i s paper .
They exhibit a disturbance of delusional proportions in body image
and body concept, a disturbance in the accuracy of perception of
stimuli

arising

in

the

effectiveness (Bruch, 1973).
weight

loss

and

the

body

and

paralyzing

sense

of

Atypical patients complain about the

psychogenic

schizophrenics (Ross, 1977).

a

clients

are

usually

chronic

Bruch (1973) also believes that the

c l a s s i c a l an o r e c t i c wil l ex h i b it a com pl e t e l a c k of c onc e rn for
her deterioration and physical appearance, yet an intense interest
and preoccupation with food, eating, and body shape.

She further

d e ve l oped the theory that the super f i c i al attempt s at appear i ng
adjusted portrayed by anorectics only point to just how maladapted
she truly is (Bruch, 1980).

Bruch further theorizes the illness

as an attempt to become independent.

According to this view, the

anorectic feels helpless and out of control and unable to deal
with the responsibility of becoming independent.

She theorizes

that the anorectic has been the "perfect child" and typically has
overconformed and is now completely unprepared for adolescence
(Bruch,

1980).

Bruch

suggests

that

the

patient

ultimately

14

withdraws into her own body, the only sphere of her life where she
has any control.
in

the

Bruch (1981) also points to a peculiarity found

primary cases.

Despite the

11

fear of fatness"

that is

always prevalent in these individuals, there is also an intense
preoccupation with

food

and

eating.

This

produces

tremendous

amounts of anxiety and can even produce a suicidal attempt in some
patients.

Bruch (1981) disagrees with other therapists in her

findings about the pre-anorectic individual.

She has found that

only one in five had been obese prior to the onset of the illness,
while

most,

in

fact,

had

been

within

normal

limits.

These

conclusions were based on careful clinical interviews of anorectic
patients whom she had treated.
Bruch speculates that the anorectic female initiates dieting
when she begins feeling sensitive to her development of a more
feminine figure.
weight

loss

Bruch states that it is interesting to note that

does

not

make

them

11

feel

better,"

because

11

no

manipulation of the body and its size can possibly provide the
experience of self-confidence

11

(Bruch, 1981, p. 213).

Thus, the

pursuit of thinness takes on a more powerful meaning in their
lives and they become obsessed with losing more and more weight
(Bruch, 1981).

Eating patterns become increasingly bizarre and

the anorectic takes

longer and

longer to finish

a meal.

The

impulse to overeat can become prevalent (without hunger) and selfinduced vomiting frequently follows.
percent

of

the

primary

This occurs

anorexia nervosa cases

in about 25

(Bruch,

1981).

15
Bruch also discussed the hyperactivity found in most anorectics.
She notes that the hyperactivity continues even after significant
weight loss.

The patients do not feel tired and always want to do

things despite being physically weak (Bruch, 1981).
Early identification and diagnosis can be critical for the
therapist dealing with this illness.

Serious medical factors must

be taken into consideration with the anorectic is far along with
her starvation.
that

the

therapeutic

whole

A cohesive team approach must be taken to ensure
patient

approaches

is

have

being
been

treated.
taken

respective amounts of success and failure.

and

Many
all

different
with

their

After the illness has

been identified and understood and a treatment plan formulated,
then the return to a healthy state begins.

CHAPTER III
TREATMENT MODALITIES
There

are many different

an or ex i a ner vo s a .
11

serious than
p . 16 9 ) .

approaches to the treatment of

It i s a comp l ex d i so rd er that i s much more

dieting that has gotten out of hand'' (Bruch, 1980,

It ha s bee n not e d t ha t cr i t i c a l d e ve l o pn e nta l prob l em s

exist at the root of this disease (Bruch, 1980).

The various

treatment modalities explored share the belief that the level of
psychological disturbance in the anorectic patient goes far below
the

outward

expression

of

the

illness.

For

treatment

to

be

effective, "the underlying misconceptions must be recognized and
corrected.

These patients need help in their search for autonomy

and self-directed identity

11

(Bruch, 1980, p. 169).

The fact that anorexia nervosa can be fatal has made a case
for earl y i nt er vent ion being c r it i cal to success i n treatment.
Secondary schools and college campuses have the highest potential
for

early

identification

of

the

illness

(Johnson,

1982).

Historically, the adolescent population does not seek help early
in

the

illness.

Johnson

(1982)

believed

that

trained

school

nurses could be valuable in identifying the anorectic by using
education

and

communicating

information
with

about

potential

the

illness

patients.

16

If

as

a means

identified

of

early

17
enough,

the

more

dramatic

medical

measures

can

be

avoided

altogether and the main focus will become psychotherapeutic.
Morgan, Purgold and Welbourne (1983) conducted studies based
on clinical case study reports at the Bristol Regal Infirmary in
which they classified anorexia as a psychosomatic illness where
psychodynamic mechanisms played a major role.
importance

of

long-term

individual

They stressed the

therapy

with

11

firm

authoritarian management'' especially when the patient continues to
lose weight and her physical survival becomes at risk (Morgan et
al. , 1983) .

Morgan et al. (1980) lists such specific clinical treatments
such

as:

antidepressants,

tranqu i1 izers or

However, the most important goal

ECT as

indicated.

remains to resolve underlying

conflicts (Morgan et al., 1983).

During individual therapy, close

relatives are interviewed but treatment is generally carried out
only

with

the

patient

unless

underlying

family

pathology

is

critical to the illness.
Perhaps Hilde Bruch asks the most important question that
each the rap i s t mu st as k :

11

Why are the s e young st er s unprepared to

meet the challenge of adolescence and adulthood?
16 9 ) .
in

(Bruch, 1980, p.

she note s that they c ho o s e , i nstead , to starve th ems e 1ve s

a search for

recognizes

the

independence.
the

11

self-directed
disease

as

identity

the

(Bruch,

patient's

way

1980).
of

Bruch

declaring

Unfortunately, changing of body size cannot provide

independence that

is sought by the patient.

According to
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Bruch,

the

classical

symptoms

of

anorexia

resemble the experiences of starving people.

nervosa

closely

Only much later in

treatment wi 11 they address their feelings about the hunger phase
(Bruch, 1980).
As treatment progresses, Bruch believes that the youngster
who initially appeared to be the obedient, hardworking, perfect
child, excelling academically and the confidant of her parents, is
in actuality an immature person unable to make decisions (Bruch,
1982).

Bruch believes that the conflicting personality issues

that were hidden in childhood dramatically appear in adolescence.
She

has

found

that

anorectics

are

not

especially

gifted

or

i nt e 11 i g en t , b ut i n fa c t a re over a c h i e ver s an d a r e o ve r c om p1 i an t
in
11

their

relationships

1 iberating

patients

the

from

distorting

experiences

11

(Bruch, 1982, p. 7) and

convictions

11

(Bruch,

1982,

Therapy

friends.

with

p. 7)

11

is

influence

aimed
of

at

early

from the errors of their

in order for the patient to

rediscover that they are indeed contributable and "need not be
perfect" (Bruch, 1982, p. 7).

By confirming correct responses to

self-initiated behaviors, the patient gains self-confidence, and
positive changes can begin in treatment.
can

be

slow

in

coming

as

patients

These changes, however,

cling

desperately to

the

distorted concepts (Bruch, 1982).
David

Garner

(1985),

in

an

overview

of

individual

psycho the r a py and the tr ea tm en t o f an ore x i a ner vo s a , l ab e 1s the
theories of Bruch as "fact finding" psychotherapy.

By this, he
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means that this form of intervention is aimed at finding the
conceptual

deficits

and

distortions

that

evolve

d e ve l o pm en t an d corr e c t i ng th em ( Garner , 198 5 ) .

from

faulty

Br uc h s therapy
I

is described as assisting the patient in finding her "genuine
self"

by

feelings.

confirming

authentic

expressions

Experiences are re-evaluated to

of
find

thoughts

and

the cause of

earlier disturbances in relationships and how they have interfered
with the patient developing her self-confidence (Garner, 1985).
Garner also credits Crisp with providing much insight into
another developmental model that presumes the disease to be rooted
in biological, as well as psychological, experiences that tie in
with

11

the attainment of an adult weight"

(Garner, 1985).

The

anorectic patient, according to this view, is attempting to cope
with maturing psychobiologically.

Crisp (1985) believed that the

patient desires to return to pre-adolescence in shape and size.
They advocate using phenothiazines if the patient is restless.
They do not, however, believe ECT is ever warranted (Crisp et al.,
1985).

Garner

believes

in

a multi-disciplined

approach

to

treatment of anorexia nervosa as the most effective means of
therapeutic intervention.
Another orientation to the treatment of anorexia nervosa is
the psychoanalytical approach.

Ross (1977) discussed the theory

postulated by Thoma concerning psychoanalysis and its place in the
treatment

of

this

disease.

The

"psychoanalytic

concepts

of

anorexia nervosa rely heavily on ideas of fixation at the oral
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1e ve 1 of ps y c ho sex ua 1 de ve 1o pm en t

11
(

Ro s s , 1 977 , p . 424 ) .

Dy nam i c

theory suggests that the drive of thinness represents a fear of
femininity, a rejection of the female role model and specifically,
fear of oral impregnation.

He further states, "I would like to

suggest that in anorexia nervosa, the patients have abandoned the
genital-sexual

stage

objectively

(pp.

of

development,

445-446) ."

But

both

even

from

per s pee ti ve, the goal of therapy is the same.
a two-fold aim:

(1)

illness

to

and

(2)

subjectively

11

the

and

analytic

Psychotherapy has

to uncover the underlying causes of the
help

the

patient

find

solutions

to

the

conflicts" (Thoma, 1977, p. 440).
Thoma

stresses

relationship
important

for

in

the

the

anorectic patient.

the

importance

treatment

therapist

to

of

of

the

anorexia

confront

the

doctor-patient
nervosa.
defenses

It

is

of the

Often times the therapist underestimates the

true seriousness of the illness and is guilty of adjoining with
the patient in denying that there is a problem (Thoma, 1977).
Perhaps the most controversial treatment of anorexia nervosa
is the use of behavior therapy.

Hsu (1986) believes that while

most clinicians use some form of behavior therapy in treatment,
t he 1on g - t e rm re s u1t s ha ve be en c r it i c i zed .
example,

noted

the

"temporary"

weight

gain

Br uc h ( 198 2 ) , fo r
achieved

through

behaviorally based programs and then the inevitable deterioration
of the patients that she had seen.
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Nevertheless, behavior therapy is widely used in the hospital
setting, employing positive reinforcers and punishment to increase
weight gain.

The patient is typically rewarded with visitors and

i nc r ea s ed so c i a 1 a c t i v i t y i f a pre s cr i bed am ount

of we i g ht

is

gained and bed rest or isolation if the weight is not achieved
(Hsu, 1986).
Fam i 1y t he r a py i s c o ns i der e d an i nt e g r a 1 pa r t of a n over a 11
treatment plan for some therapists.
(1980) describes the

11

Piazza, Piazza and Rollins

psychosomatic family1' where there appears to

be a stable relationship between the typical
family with 1 ittle obvious conflict.

patient and her

The mother and daughter

appear to be closer, with the father a more distant member of the
family. Based on clinical use studies, Levenkron (1982) described
many of the fathers as unable

11

to offer physical affection

very uncomfort ab 1e bot h g i v i ng and rec e i v i ng affect i on .
the

early

years

of

the

child's

development,

the

11

and as
Dur i ng

father

is

frequently described as building his career, with his involvement
wi th the f am i 1y be i ng mi n i ma l ( Leven kr on , 19 8 2 ) .

Th i s a ppr oa c h

tends to place blame with societal pressures on mothers resulting
in their rating nurturing very low while career orientations are
rated very high.

Levenkron thus believes that

lost much of its prestige.
external

These

pressure which affects

adequate parents to their children.
be avoided

if the

11

depleted

their

11

11

motherhood

11

has

families feel much

ability

to

function

as

However, family therapy is to

parents are determined

to be

incapable of
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ch an g i ng the i r

be ha v i ors .

I n th i s l at t er case , the treatment

sho uld r emai n focused with the chi l d (Levenkron, 1982).
The anorectic desperate ly clings to her symptoms.
(1982 )

patient

believed the chief task of the therapist was to help the
"create this

separation"

and

anx i ety that wi 11 inevitably fo 11 ow.
patie nt
r ecover.

Levenkron

help her

cope with

the

The therapist must help the

not only develop a wi l l to recover, but a reason

to

The relationship between therapist and patient must give

the anorectic as much security as the illness does (Levenkron,
1982) .

Piazza,

Piazza

and

Rollins

(1980),

in

a ten-year

study

conducted with 70 patients, explored Minuchin I s concept of the
patholog i cal

family.

They

found

that

the

"patholog i calness"

frequently involved overprotectiveness concerning physical health
and

enmeshment

of

family

members.

There

were

also

strong

ind i cators of unresolved intrafamily conflict and resistance to
change (Piazza, Piazza

& Rollins,

1980).

The therapists were able

to see clearly the inappropriate role definitions displayed by the
patients with anorexia nervosa.

The anorectic often times is the

protector of the vulnerable parent.

However, family resistance

and rig id ity often times prevented the exc 1us i ve use of family
therapy (Piazza, Piazza & Rollins, 1980).
also manifest

itself as

This same rigidity may

very narrow standards

performance (Garner, Garfinkel & Bemis, 1982).

for

acceptab l e

Family treatment

hopes to focus on the conmunication styles of the family members
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and to challenge these interactions.
11

Minuchin corrmented that the

o ver i nv o l vem en t wi th her f am i l y hand i c a ps her i nvo l vem en t wit h

the extrafamilial world, causing a developmental lag.

11

Thus, the

patient does not learn appropriate social interaction styles that
would enable her to develop relationships outside of a family
( Ga r ner , Garf i n ke l & Bem i s , 19 8 2 ) .

Fam i l i e s a r e e nc our aged t o

express previously avoided emotions within the protected setting
of therapy.
Regardless

of the therapeutic orientation, whether

ps y c ho a na l y t i c ,

it be

be hav i o r a l , o r a f am i l y t e c hn i que , a c r it i c a l

dimension is a precise understanding of the meaning of symptoms.
The rigid dietary control exhibited by the anorectic, for example,
is extremely resistant to intervention because it may represent
simultaneously a
( Garner ,

11

Gar f i n ke l

fear of fatness
&

Bem i s ,

11

11

and a

drive for thinness

These

19 8 2 ) .

actuality partially independent of each other.

concepts

are

11

in

In fact, they aid

the patient in holding fast to her symptoms.

Crisp et al. (1985),

reporting

conducted

on

an

empirical

research

study

with

300

patients over an 18-year period, described the fear of fatness as
a

11

w_e ight phobia.

11

However, the anorectic is motivated not only

by a fear of weight, but by a positive reinforcement for thinness.
For the young woman to rem a i n th i n , it rep res en t s an a c h i e vem en t
for overcoming her biological urges (Garner, Garfinkel & Bemis,
1982).
the

Thus, treatment must adequately address the full scope of

symptom

implications.

Finally,

another

therapeutic
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intervention technique that is beginning to achieve more positive
results is group therapy.
a

safe

place

anorectics.

to

The group setting provides the patient

take

risks

and

share

feelings

other

Learning to confront is also very important for the

struggling patient (Inbody & Ellis, 1985).
that

with

initially

there

is

These authors note

a slow adjustment to group

as

the

anorectic individual is very often mistrustful and questions the
sincerity of others.

Many times the therapist is limited with the

achievement conscious parent who can never be pleased.

According

to the authors, the therapist needs to be prepared to move slowly
at first , as
(Inbody

progress

cannot always

& Ellis, 1985).

The

be measured

authors

work

as

immediately
co-therapists

believing that both positive male and female role-models are
important in treatment.

In their recent research report, group

participation lasted for eight months.

All of the patients had

improved in handling negative feelings and learned to be more
assertive.

Most reported that conmunication with their parents

had imp r oved and a sens e of
group.
feel

II

c am a rad er i e

II

had de ve l oped i n the

This is significant due to the fact that most anorectics

alienated and isolated from their peers (Inbody & Ellis,

1985).

The patients also began to realize their distortion of

body image.

The authors believe that this was due in a large part

to the group interaction.

These patients could see how emaciated

the other group members were, and as they began to identify each
other, they eventually realized that they also were as emaciated
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as the other members (Inbody & Ellis, 1985).
this report were based

The observations in

solely on the authors'

experiences

in

treatment with a small group of anorectics over an eight-month
period.
Early intervention appears to be critical to all methods of
t r eatment in anorexia nervosa.

Correct diagnosis, as well as a

clear understanding of symptomatology, is of paramount importance.

CHAPTER IV
MEDICAL MANAGEMENT
The most consistent medical consequences of anorexia nervosa
are amenorrhea and estrogen deficiency.

This occurs as a result

of a revision of gonadotropic secretion to the prepubertal level.
The decrease in estrogen may also contribute to osteoporosis which
is commonly found in the anorectic (Herzog & Copeland, 1985).

The

problems of medical management are many and varied and become an
i nt egr a l part of any eff ec t i ve tr ea tm en t reg i men .

For ex amp l e ,

Lenon (1985) emphasizes the importance of assessing the patient's
level of risk.

Lenon uses this classification process to assess

three levels of medical risk.

These are listed below and are

based on high, moderate, and low risk categories (Lenon, 1985, pp.
13-14):
High Risk Category:
1.

50% weight loss

2.

Symptomatic-hypoglycemia

3.

"Toxic encephalopathy"

4.

Significant EKG abnormalities

Moderate Risk Category:
1.

Patients who abuse laxatives or diurectics (or admit

bizarre dietary intake)
26
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2.

BP as low as 90 systolic

3.

Serum Potassium levels of 3.0 megll

Low Risk Category:
He a 1th y pat i en ts who have 1o st l es s than 15 % of i n it i al

1.

body weight
2.

Also less than 15% of ideal body weight

3.

Amenorrhea does not necessarily disqualify them

According

to

Lenon,

the

"medical

assessment

of risk

in

anorectics is much more sensitive and reliable when patients can
be followed over a period of time" (Lenon, 1985, p. 14).
this

is

a

luxury

not

treatment of anorectics.

often

afforded

those

However,

involved

in

the

The diagnosis may still be made based on

the history of the patient.

The physician may perform a physical

exam and laboratory evaluation to confirm "the absence of other
etiologies

of

malnutrition"

weight

loss"

and

"assess

the

(Brotman, Rigotti & Herzog, 1985).

severity

In fact, the

above authors believe that an extensive evaluation can
treatment.

They

do

not

wish

to give the

of

hinder

patient additional

attention that a detailed work-up would provide.
There are many other areas where medical complications can
arise

in

anorexia

nervosa

including:

hematologic

changes,

gastrointestinal complications, renal and electrolyte imbalances
and respiratory abnormalities.
medical

Due to the significant role that

intervention must play in the successful

treatment of
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anorexia nervosa,
staff

work

it

closely

is essential
together

possibility of cardiac

that therapists and medical

(Golden

Sacker,

&

1984).

arrhythmia cannot be overlooked

sudden deaths experienced by some anorectics.

11

the

Bradycardia (heart

rate less than 60 beats per minute) is also corrmon.
also cites the

in

The

Lenon (1985)

loss of cardia mass during starvation which can be

directly attributed to the arrhythmias" (p. 13).
0r g an i c me nta l i mp a i rm en t i s a l s o r e cogni z ed i n s t a r vat i on .
There is an increase in lability and irritability, and eventually
the victims of nonanorectic starvation become listless.

Loss of

brain tissue mass has also been reported in anorectics {Lenon,
198 5) .

The cause of death may be debatable and can be attributed to
a

· ty
var1e

of

causes;

however,

fat a l

relatively sudden and without obvious prior warning
p. 13).

II

o ut come s

The more than 60 deaths due to

11

11

are

usu a 11 y

(Lenon, 1985,

liquid protein" diets

also are believed by Lenon to be tied to voluntary starvation.
Accepted Intervention Techniques
During the treatment of anorexia nervosa, a condition of
s e vere we i ght l o s s may re qu i re soma t i c therapy as we 11 ( Ma 1one Y &
Farrell, 1980).

In the past, nasogastric tube feeding and bed

rest were the only accepted treatment modalities.

According to

the study mentioned above, a new technique has been introduced
called

"hyperalimentation.

11

In

this

procedure,

all

of

the

29
essential

nutrients

are

given

by

peripheral

i nj ec ti on ( Ma 1on ey & Fa rre 11 , 19 80) .

or

central

vein

It was d eve 1oped to feed

burn patients who could not absorb food.

The major advantage of

this technique is that it works rapidly, restoring nutritional
balance to persons with severe weight loss.
Browning (1977) reported two deaths during somatic treatment
of anorectics; one during nasogastric tube feeding, and the other
while

receiving

intravenous

fluids.

Browning

reported

that

previous 1 iterature had documented cases of gastric dilation in
prisone r s of war.
and

then

refed

App a rent 1y, they had suffered from starvation
too

rapidly

(Browning,

This can

1977).

be a

dangerous side affect in the treatment of anorexia nervosa.
Golden and Sacker (1984) stress behavior modification as an
appropriate intervention when the anorectic must be hospitalized
due to severe weight loss.
intravenous

fluids.

It is used in lieu of tube feeding or

Operant conditioning

be i ng so 1e 1y d e pend en t on we i g ht g a i n .

is

used with

reward

If there i s a 1o s s of

weight, then privileges are lost (Golden & Sacker, 1984).
authors
restoring

stress
normal

that

treatment

nutrition

and

goals

The

must

not

only

include

resolving

the

psychological

problems involved, but also to help patients maintain body weight
over a long period of time.
Lenon ( 1 g8 5 , p . 15 ) ca ut i on s , however , that it i s ea sY to be
"lulled into a false sense of security" by a patient who maintains
a low body weight for long periods of time.

Weight requires
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subjective interpretation because the body water can hide changes
in body composition.
starvation

progresses"

10-15% increase
quotes an

The total body water actually "increases as
(Lenon, 1985,

14).

There can

in water before edema is ever evident.

Emory University

Medicine where

p.

(1982)

be a
Lenon

study by the Department of

it was determined that patients suffering from

starvation will store this excess water within individual cells.
This fluid retention often inspires the anorectic to try to lose
even more

However,

weight.

even

if weight

remains

somewhat

stable, total protein may continue to decline (Lenon, 1985).
The

literature

cited

stresses

the

stabilization of the severe anorectic patient.

need

for

medical

It is important to

ascertain the medical risks and determine an appropriate course of
treatment.

Typically, when weight gain resumes, there are also

measurable gains in sociability, concentration and verbalization
(Maloney

&

Farrell,

1980).

The

importance

of

refeeding,

regardless of method, must be properly supervised and monitored by
an appropriate medical team.

For most patients who

11

achieve and

maintain normal weight, the damage suffered during an episode of
starvation seems to be largely reversible" (Lenon, 1985, p. 15).
Lastly,

many

psychotropic medications

treatment of anorexia nervosa.

have

been

used

in

Typically anti-depressants are the

drug of choice and have been tried with mixed results (Herzog &
Copeland, 1985).

New studies are indicated and will hopefully

shed more light on this aspect of treatment in the future.

CHAPTER V
CASE STUDIES
Despit e the ob vi ous

need to view anorexia nervosa as a

dise ase entity in it s ent ir ety, selected case histories can serve
to clarify its onset, va ri ous stages of development, treatment,
and s ubseq uen t r es ult s .

0ne s i gnif i cant prob l em that i s faced

early by the ther apist is eng aging the patient in treatment (Hsu,
1986).

This can be bes t ill ustrated by the case study of Adrienne

reported by Levenkr on (1 982) .
As stated previou s l y , engaging the pat i ent in treatment is
often extremely diffi cult .
a treatment all ianc e
11

control and thinn ess .

11

The clinician may attempt to establish

by ac knowledging the patient's striving for
At the same time, the dangerous effects of

her curr ent behavi or, i. e ., depression, malnutrition, and social
isol ation, mu st al so be di scussed openly (Hsu, 1986).

The effects

of starvati on and the possible outcome of the illness should also
be exami ned with the patient.

Hsu (1986) stressed the importance

of also emphas i zi ng the benefits of treatment and reassuring the
pa t i en t

that

treatment wi1 l

not de st r oy her " spec i a 1ne s s or

control ."
The following description of an anorectic patient and her
resistance

to

treatment can be

invaluable to the therapist.

Levenkron emphasizes the need for appropriate confrontations with
31
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anorectic patients as long as they are within the context of a
nurturing

relationship.

The patient must learn to risk being

confronted by someone she trusts (Levenkron, 1982).
Individual Case Study #1
Adrienne was 16 years old, five feet one inch and weighed 62
pounds when she was presented for treatment.
attempt

at

de s c r i bed
em ac i at e d

treatment
her

11
(

before

appearance

Lev e n kr on ,

state

as

198 2 ,

II

hospitalization.

a l a rm i ng .

p.

This was her la st

81 ) .

unusual amounts of facial and body hair.

11

The

She

of medical

reality,

was

patient

11

severely

exhibited

She was proud of how she

appeared and showed off the thinness of her arms.
obvious denial

Levenkron

Despite this

Levenkron described

her as

"frightening, admirable, humorous, and likeable" (p. 82).
In

the

initial

interview,

the

patient

therapist that she liked the way she looked.

insisted

to

the

Adrienne exhibited

the need to feel in control of her situation despite the fear that
she expressed later in the interview.

The following exchange

illustrated the underlying fears in the patient (Levenkron, 1982,
PP. 82-83) :
L:

"What do you like best about your appearance, Adrienne?"

A:

"How especially shocking it is to people when they see my
arms .

L:

11

"So, you're a tough guy with skinny arms?"
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A:

"Skinny, hairy arms."

Levenkron laughs and Adrienne becomes

instantly tearful.
A:

"I don't think of myself as funny.

Scary, maybe, but_ not

funny."
L:

"Is it important for you to be scary?"

A:

11

We 11 , it's not important for me to be scary but to 1ook

scary.

11

L:

11

A:

"More important than anything else.

How important?"
My appearance is the most

important thing in my life . . . except for eating."
L:

11

Is eating important?"

A:

11

Oh yes.

I spend eight to ten hours a day eating.

much I can eat and it never affects my appearance.

I love how
11

This patient was described by Levenkron as an acting-out
b u1 i mi c

wi th

counterbalanced

an ore x i a
by

ner vo s a ,

frequent

i .e . ,

bouts

of

her

food

i ntake

se 1f- induced

was

vomiting

(Levenkron, 1982).
In this case history, both parents described themselves as
"helpless" in clashes with Adrienne.

The patient never gave in to

any of her parents' wishes, and again, the control issue was very
prominent in the patient's mind.
The patient was the only child of a struggling family.

They

were trying to remain in an upper-middle class despite their lack
of income.

The father was reported to hallucinate, both visually
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as

well

as

tactilely.

The

family

spent most of their

time

catering to Adrienne and her rituals of eating and vomiting.

They

seemed to comply to avoid her temper outbursts.
Levenkron explored with Adrienne the concept of growing up
and becoming an adult.
expressed

the

That thought terrified the patient.

concern

that

(Levenkron, 1982, p. 93).

no

one

"takes

care

of

She

adults"

Adrienne also denied wanting to have

breasts or wear make-up.
After

140

sessions with Adrienne,

Levenkron had achieved

significant gains in terms of the patient controlling her food
intake and beginning many activities outside of the home.

She had

enrolled in college and was doing exceptionally well.

He stressed

the

therapy

need

to

continually

treatment progresses.

explain

the

process

of

as

Every step must be identified in order for

the patient to understand this process of gaining control of her
own life and

learning the skills of confrontation

(Levenkron,

1982, p. 99) .
Story (1976) believed that work with anorectic patients has
proven that "a wide range of caricaturing behavior,

including

impersonation, can be identified as useful lines of inquiry" (p.
177).

This caricaturing appears in the treatment of women with

eating disorders (Story, 1976).
The dictionary defines caricature as "exaggeration by means
of

ludicrous distortion."

Story

(1976)

believes

that

female

anorectic patients strive to appear that they are not actually
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women,

but who,

in real ity, know that they are women.

These

patients are terrified at the prospect of appearing to really have
needs.

They instead imitate the idealized woman to the point of

being ludicrous (Story, 1976).
Individual Cast Study #2
The

pat i en t

treatment

at

nam e d

Lou i s a

26 years of age.

secretary from

a family

f i r st

pre sent ed

hers e lf

for

She was a single, unemployed

of renowned wea 1th.

She related her

ear l i e s t rec o l l e ct i on o f prob l ems at age 1O when men se s began .
She proceeded to get very involved in religion and withdrew from
her peers.

While at boarding school (age 14), she withdrew even

further and began to overeat.

Her weight reached 175 pounds, and

she eventually dropped out of junior college at about 18 years of
ag e .

She be c am e ver y de p res s e d and cut her wr i st s .

Even tu a ll y ,

she dieted until her hospital admission at 26 years of age.

At

that time, she weighed 71 pounds (Story, 1976).
During this eight-year period, between ages 18 and 26, she
had begun a program of physical exercise to insure weight loss.
She l e d an extreme l y l one l y l i f e , never dat i ng , star vi ng her self
and living with her parents.

Finally she was unable to get out of

bed in the morning (Story, 1976).
The eldest of three children in a rather puritanical home,
Louisa was

raised

by

a succession of

governesses.

One such

· person ,nun
· dat e d the
housekeeper was hated by Louisa, and this
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patient with her opinions about men and food.

The housekeeper

hated men and held some rather bizarre views about food.
patient's

mother

and

grandmother

nutrition rather frequently.

reportedly

also

The

discussed

Louisa was ill with pneumonia on

several occasions and exaggerated her symptoms to be alone with
the moth er.

However, the mother was apparent 1y not empa thet; c,

and the patient did not develop an accurate sense of how ill she
was (Story, 1976).
Louisa was nicknamed
a rather

11

Goody

as a child.

11

Her mother was also

saintly woman who weighed 95 pounds and had rather

peculiar eating rituals.

Her father ate heartily and was somewhat

overweight.
The parents did not know how to respond when Louisa cut her
wr i st s , though they be c am e ver y upset.
treatment until three years later.
her food

Lou i s a d id not rec e i ve

Louisa then began to lie about

intake, and the parents never questioned her closely

despite her wasting away (Story, 1976).
On

the

one

hand,

Louisa

apparently

experienced

strong

conflict regarding fear of menstruation, and on the other, the
fear of never having children.
succinctly:

The author sunmed this up rather

"Each pound lost brought her closer to an imagined

neuter state" (Story, 1976).
Story (1976) believed treatment prospects were dismal•

The

Pat i e nt wa s ex t r em e l y em a c i a t ed , do c i l e , and ob ed i en t , Yet a 1s0
extremely stubborn and resistant at times.

Story suggested th at
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this patient may have had an underlying schizophrenic process.
Such patients act as if they have no appetite, but in reality
fear

being

overwhelmed

by

it.

The

patients then attempt to

imitate, though in a very distorted manner, an idealized model of
how one should be (Story, 1976).
Louisa believed that it would be better if another person
could be inside of her and run her life.

He need and desires

would not take precedence then and she would always feel

11

good.

11

Her body could not be a source of pleasure and she feared this
concept tremendously.
Story noted that the patient was a fanatic in her convictions
about her way of life.
des p it e

her med i c a l

She clung steadfastly to her symptoms

con d it i on .

Ho we ver , th i s bi zarr e thought

process was concealed behind a rather normal appearing attitude
about

life.

evidenced

Underneath

th i s

a moderate to

fa c ad e ,

severely distorted

Louisa thought life was learning how
be.

however ,

11

the

pat i en t

sense of reality.

to be l iked,

11

not how

11

to

11

After long-term therapy and hospitalization, Louisa became
aware of how she "mixed imitation with parody, not only copying
but attempting to outdo her reference model
185).

11

(Story, 1976, p.

She attempted to personify her mother, though in reality,

she rejected her mother's
negative

and

II

unattainable"

particular embodiment of womanhood, as
(Story, 1976, p. 186).

This whole

concept was confusing to her and the perceptions of her mother
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were eventually simplified around thinness.
have a 11 I need to be like mother
Story

( 197 6)

observed,

11

11

"In being thin, I

(Story, 1976, p. 187).

There

is

much

to

suggest

that

imitation, parody, personification of the other, and the choice of
anorexia nervosa as a syndrome coalesce
coherent

and

compelling

way

11
(

p.

in a developmentally

187) .

In

Louisa,

this

symptomatology was a possible solution to intolerable isolation
and confusion that was present in her early relationship with her
mother (Story, 1976).
An attempt to evaluate an illness through the case study
method a 11 ows an in-depth examination on a case-by-case basis.
Re ga rd l e s s

of

t he

d if f e re nce s

in

the

c a se s

rev i ewe d ,

th e

similarities in etiology and the basic patterns that are present
in most cases of anorexia nervosa become apparent to the reader.
Thus, case history reports can be a valuable, concrete tool to
therapists who are attempting to understand and treat a particular
individual
example,

patient.
it

In

the

two

cases

is notable that the control

important to both patients.

presented

here,

for

issues are extremely

Each individual must be gradually

engaged in therapy and learn to trust her therapist.

CHAPTER VI
FUTU RE DIRECTIONS FOR TREATMENT
Tr ea tmen t co nsiderations for anorectic patients in the future
will need to foc us on prevention .
incid ence

of

anor ex i a ner vosa

Hsu (1986) observed that the

is

steadily on

the

increase.

Femal es t end t o be biologically prone to weight gain during
pub erty, and th e pressure to remain slim is typically strong (Hsu,
19 86 ) .

Fa s h i on tr end s te nd to em phas i ze s l i mne s s , and with the

renewed interest in phy si cal fitness , there is pressure in many
families to conform to a more slender image.
Psychopharm acolo gic
unsucce ssful
(Brotm an,

in

th e

Rigotti

treatment

t r eatment
&

of

Herzog,

has

been

anorexia

relatively

nervosa

to date

Cyproheptadine

1985).

has

demo nstr at ed a st ati st i cally significant superiority over placebo;
however, it wa s th e only medicat i on to do so.

Patients still tend

to become chr oni c and may develop the medical

complications

menti one d previ ous l y .
Th ere have been no real breakthroughs in the last 25 years in
t he t r ea tm en t of an or ex i a ne r vos a (Hs u, 19 86) .

Hs u a1so th i nks

inpatient versus outpatient research should be conducted with
special emphasis on prevention of relapse.
Most authors do agree, however, that if certain factors are
present

in

a

prospective

case,
")()

they

will

indicate

higher
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probability of poor outcome.
before

initial

Typically, the length of illness

treatment , disturbed

familiar

relationships

(hostility of family toward anorectic), and prior personality
problems

have

all

been

considered indicators of poor outcome

(Morgan, Purgold & Welbourne, 1983).

The authors indicate the

importance of studying the chronic patient.

The complex interplay

between initiating and perpetuating factors is fertile ground for
research.

The evaluation of existing treatment programs with a

focus of predictors of poor outcome al so constitute an important
area of research (Morgan, Purgold, & Welbourne, 1983).
New Approaches to Treatment
There

have

been

self-help groups established around the

country to assist in educating community and health professionals.
The National Anorexic Aid Society which was founded in Columbus,
Ohio, is one such organization.

Subsequently, a second national

organization, the Anorexia Nervosa and Associated Disorders Group
was started in Northfield, Illinois (Johnson, 1982).

These groups

evolved because families and friends who were touched by this
illness felt they had

nowhere to turn for guidance (Johnson,

1982) .
The focus of each group varies, but they do have several
things in common.
as

well

treatment.

as

help

They serve as information and referral services
to

provide

counseling

for

those

who

seek

These programs also contain educational components and
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support groups for families of patients suffering from Anorexia
Nervosa (Johnson, 1982).
With the increased incidence of anorexia nervosa in the past
20 years, much attention has been given to the disorder in popular
magazines.

Johnson (1982) believes that this increase in public

awareness has resulted in more cases being reported while they are
still in the early stages of development.

This author stresses

the importance of early intervention being paramount to successful
treatment of the disorder.
There

have

been

few

Ne r vo s a ( Cr i s p , 19 81 ) .

outcome

studies

involving

Anorexia

0ne study comp 1et ed by Cr i s p i n 19 81

indicated that within four to seven years post-treatment, 84% of
the patients were sustaining a stable body weight and had regular
menses.

Though

preoccupied

with

their

body shape,

adjusted in all other areas (Crisp, 1981).

they had

The author suggests

that treatment helps approximately 30% to recover who would not
have without treatment.

This intervention also prevents a certain

number of deaths from the long-term effects of the illness.
As a general

rule,

necessary in many cases.

inpatient treatment is st i 11
The patient is very often

11

seen as

unlikely to

respond to psychological methods of treatment unt i 1 her loss of
weight has been corrected" (Russell, 1981).

This tends to make

successful treatment of anorexia nervosa a lengthy process though
there

is

not

sol id

(Russell, 1981).

evidence

that

this

is always successful

It is reported that despite the lack of any
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effective drug which might facilitate treatment, a "carefully
structured

therapeutic

regime"

is

always

indicated.

Russell

bel i eved that in the future, outpatient follow-up will be

(1981)

seen as necessary by those engaged in the treatment of anorectics.
Supportive psychotherapy and family treatment wil l also be seen as
c r it i c a 1 to a c om pre he ns i ve treatment approach ( Ru s se 11 , 19 81 ) .
What

happens

in

the

future

regarding

treatment of the

anorectic patient will largely depend on research and significant
outcome

studies.

an a 1y z i ng

the

Bruch

1on g- term

individual case studies.

(1982)

discusses

treatment

the

importance

pro c e s s by

of

ex am i ni ng the

By being able to translate "individual

observations into generalized deductions" (p. 14 ) , the therapist
can proceed confidently in the treatment of "l ess severe" cases
(Bruch, 1982).
Eckert, Goldberg, Halmi, Casper and Davis ( 1979) conducted
the

first

"control led

randomized

treatment

study"

(p.

56 )

involving

behavior modification and the treatment of Anorex i a

Nervosa.

The results revealed that

there was no s ignificant

difference in weight gain between behavior modification groups and
non-behavior

modification

groups.

Despite

the

criticisms of

behavioral treatment by Bruch ( 1982), and the lack of impressive
long-term statistics by this method of treatment, i t will st il l be
used in the management of 1 ife-threatening cases (Lenon, 1985 ) ·
These

are

situations where

hospita l ization

is

imperative and
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serious

medical

procedures,

such

as

tube

feeding

and

hyperalimentation are required (Lenon, 1985).
Continuing theorizing and research into anorexia nervosa will
hopefully lead to new insights into treatment.

The more education

provided to the general public, along with additional critical
knowledge supplied to the professionals that combat this illness
daily,

should

provide a strong foundation

for

the successful

treatment of anorexia nervosa.
Piazza et al. (1980) exhort all professionals to be flexible
in their approach to the treatment of anorexia nervosa.

There

should be a wi 11 ingness to try whatever approach best suits the
particular
therapists

patient .

Some t i mes

it

is

nece s s ar y

to

ch an ge

in the middle of treatment or even drop individual

therapy (Piazza, Piazza & Rollins, 1980).

Many approaches may be

tried depending on the individual being treated, but the therapist
must never give up, regardless of the frustration and apparent
lack of success.
In conclusion, this paper has suggested that a coordinated
treatment approach, equipped to deal with the various facets of
anorexia nervo sa, seems to produce the most successful long-term
results.

The therapists must often work hand-in-hand with the

physician during treatment of the severely ill anorectic.
this difficult

phase of treatment,

the

During

illness may be life-

threatening and the patient must be "saved from herself" before an
appropriate therapeutic regimen can be instituted.
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